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affected part have become restored to a healthy state. These repeated 
resections, when they are properly done, do not bring any risk to the 
ultimate strength of the limb .—Revue de Chirurgie, December, 1893. 

VI. Acupuncture in Delayed Union of Fractures. By 

Professor Xicoi.aysen (Christiania). The writer read a paper at the 
first Congress of Scandinavian Surgeons, held at Gothenburg, July 6-S, 
on the aetiology and treatment of delayed union after fracture. He 
claims that he has obtained the best results with acupuncture. If 
union be long in forming, he introduces sewing-needles, 4 to 5 centi¬ 
metres in length, between the ends of the bones, and lets them 
remain there from a half to one hour. They are then removed, and 
an antiseptic bandage and splints applied. It may be repeated if 
there be no distinct callus formation after two to three weeks. Pro¬ 
fessor Studsgaard, of Copenhagen, states that treatment must neces¬ 
sarily vary in different cases. In case there was atrophy of the ends 
of the bones, acupuncture would not be indicated. He has been 
obliged to do amputation of the femur in two cases. Still he per¬ 
forms resection or employs ivory pegs or steel nails. Professor Berg, 
of Stockholm, has used injections of the chloride of zinc with 
success. Professor Plum, of Copenhagen, in true pseudoarthroses, 
always resects. In protracted healing, he advises patience, the cir¬ 
cular bandage above the place of fracture, and massage. In children 
with fracture of the bones of the leg the prognosis is unfavorable. 
Tscherning advises the early use of the extremity .—Norsk Maguzin 
for Lagevideuskakeu, No. 9, 1893. 

Frank H. Pritchard (Norwalk, Ohio). 


GYNAECOLOGICAL. 

I. A New Method of Aiding in the Atrophy of Uterine 
Myoma without Removal. By F. B. Robinson (Chicago). 
This new method of operating for uterine myoma consists: (1) In 
ligating the ovarian artery with or without tubal and ovarian removal; 
(2) in ligating the uterine artery which courses along the sides of the 
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body of the uterus for a half or two-thirds its length from the fundus 
to the cervix. The object is to induce uterine atrophy and avoid the 
danger of removal of uterine myoma. The mortality over tubal 
removal will scarcely be increased by the additional time and mani¬ 
pulation necessary to ligate the uterine artery coursing along the body 
of the uterus. A well-curved aneurism-needle may be used in per¬ 
forming the operation, thus avoiding the sharp-pointed needle, which 
might lacerate the vein or artery. One can put the finger and thumb 
on the artery and feel it beat close to the uterus. 

II. Suture of Divided Ureter Terminating in Recovery. 

By Dr. E. W. Cushing (Boston). The author reports that in the 
course of an operation for removal of a large myofibroma of the 
uterus, the left ureter, having been mistaken for a blood-vessel, was 
cut and ligated. After the tumor had been removed, the cut vessel 
was identified as the ureter. The ligature was then removed, the 
corresponding end searched for and found, and the two ends were 
sewed together, two silk and one catgut sutures being used for the 
purpose. The ureter was replaced in its proper site on the pelvic 
floor, and an iodoform-gauze drain packed about the site of the 
suture and brought out through the abdominal wound by the side of 
a glass drainage-tube, which was also inserted to the bottom of 
Douglas's pouch. The stump of the uterus was fastened in the 
lower angle of the abdominal wound, and the tube and gauze were 
brought out above, being separated from the stump by two sutures. 

The patient did well after ojieration, but on the fourth day the 
discharge from the gauze was ammoniacal. The amount passed from 
the bladder was normal. A rubber tube was then substituted for the 
gauze. The uterine stump was cut away on the tenth day. The 
quantity of urine escaping from the tube was never more than three 
ounces in twenty-four hours. The tube was removed on the four¬ 
teenth day. A slight amount of urine continued to escape from the 
fistula for some months, but at the end of nine months it had entirely 
ceased, and the patient was in perfect health. One silk ligature came 
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away from the fistula before it closed .—Annals of Gynacology and 
Podiatry, December, 1893. 

III. Vaginal Hysterectomy with Morcellement or 
Division of the Uterus. By Dr. P. Mauclaire (Paris). I. For 
Myofibromata .—When the uterus is voluminous, without adhesions or 
with but few, more particularly in those cases of fibroma in which the 
growths are pelvic, within the broad ligament, crowding the uterus to 
one side and protruding well into the vagina, or when the fibromata 
are intrauterine, vaginal hysterectomy by a process of biting away 
( morcellement) may be resorted to. 

All the varieties of traction and compression forceps may be 
useful in the course of the procedure. 

The uterus having first been drawn down as much as possible, 
the vaginal mucous membrane is to be incised at its insertion into the 
cervix. The cervix should then be freed by dissection with the 
finger-nail, and with the end of the retractor used as a blunt dissector. 
The dissection should keep close to the uterine tissue, which serves as 
a director. The cervix having been freed throughout its whole height, 
the pulsation of the uterine artery in the broad ligament on either 
side will be felt for by the finger. Having been recognized, a com¬ 
pression forceps is put upon that portion of the broad ligament which 
includes it. The greater part of the ligament held by the forceps is 
then cut, but not all, lest bleeding should follow. The cervix is then 
incised on either side, making an anterior and a posterior flap out of 
it. The anterior flap is preserved for purposes of traction. The 
posterior one is cut away with scissors. While further traction is 
made upon the uterus, the bladder is detached from its anterior face 
by the conjoint use of the finger and the retractor. When the peri¬ 
toneal reflection is reached, it is opened, and with the finger the 
opening is enlarged, while the two ureters are pushed forward and to 
the side. Behind the recto-uterine cul-de-sac is then opened, and a 
posterior retractor placed so as to protect the rectum, while an 
anterior retractor protects the bladder. 
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Returning to the broad ligaments, as the surgeon advances in the 
removal of the uterus, they are clamped on either side with forceps, the 
finger first having determined what tissue is embraced by the forceps. 

The surgeon then with scissors or knife can take away in frag¬ 
ments of varying form portions of the uterus or of the tumor. It is 
important always before cutting loose a fragment to take a new hold 
of the tissue beyond the line of section. To effect this the piece to 
be taken away should only be detached in part at first, then by 
traction on this the rest of the uterine mass is drawn down so as to 
be seized with a new forceps. Without this precaution a risk would 
be run that the rest of the uterus should slip away and disappear in 
the cavity of the pelvis. The above is the method of Pean. 

The whole uterus having been taken away, the appendages may 
be drawn down into the wound either with the fingers or with a 
forceps if they are not too adherent. A forceps having been placed 
upon their pedicle they can be removed. 

If the uterus cannot be brought down easily, it is necessary .to 
be careful about transverse cuts, for the stump would afford a poor 
hold. It is better to seize either side with forceps, and to attack the 
organ along the middle line, to dig out the uterus by vertical or 
oblique cuts, and to continue this central coring process progressively 
from below upward. The uterus then, under the influence of trac¬ 
tion, comes down like a cone towards the vulva, making for itself its 
haemostasis by the compression. When the uterine cornua come into 
view, the end of the work is appreciated. Not a fragment of tissue 
should be seized, not a cut with scissors, or bistoury made without 
the operator seeing exactly what tissue was involved in his attack. 

Whenever the tubo-ovarian mass is placed high, and is very 
adherent, the finger reaches it with difficulty. It is necessary then to 
make traction upon the corresponding uterine horn, as the parts come 
down a little, they can be detached. If, however, they are found to 
be enclosed in a tough fibrous mass, which remains fused together 
behind the broad ligament, it is better to leave them. They will 
atrophy in due time. 
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Muller modifies the above procedure by dividing at the outset 
the uterus vertically into two symmetrical halves, after having turned 
it over, or simply drawn it down. Then each half of the uterus can 
be drawn down, and its ligament tied very easily. 

Quenu, after the cervix has been well denuded, and not before, 
cuts the cervix from before backward, so as to divide it in two lateral 
halves. The traction forceps are then pushed up a little higher, and 
always upon the side. As a new portion of the uterus presents itself, 
it is denuded, and the antero-posterior section is continued. Thus 
the fundus of the uterus is quickly reached, the fingers, introduced 
into the peritoneal cavity, are hooked over it, and its median division 
completed. As the uterine mucosa appears, it is touched with a solu¬ 
tion of chloride of zinc,—1 to 10. 

Each half of the uterus is then seized near its fundus, drawn out, 
and, after a long forceps has been clamped upon its broad ligament, 
it is cut away. 

Doyen, after having first dilated the vagina for forty-eight hours 
by a ball pessary, proceeds with the following steps: 

(1) Pulling down of the cervix; circular section of the vagina ; 
opening of the cul-de-sac of Douglas ; separation of any adhesions to 
the posterior surface of the uterus, if any exist. 

(2) Pushing back of the bladder and ureters with right index 
finger. Longitudinal division of the anterior wall of the cervix, and 
opening by one or two strokes of the scissors of the anterior peritoneal 
cul-de-sac. 

(3) Progressive pulling down of the anterior portion of the 
uterus by successive holds, made with four forceps, which seize it 
higher and higher up. Care is taken with each successive hold to 
extend the section of the anterior wall of the organ, in order to 
facilitate its outward progress. If the uterus is too voluminous, a 
wedge-shaped section may be made in the anterior wall, and the 
wedge removed by the biting-away process. 

(4) The fundus of the uterus is pulled over forward and drawn 
out, and afterwards the appendages, whose adhesions are detached 
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with the finger as occasion may require. If there are ovarian or 
tubal cysts complicating the fibroma, they are incised to diminish 
their volume. 

(5) A clamp is then applied almost vertically from above down¬ 
ward to one of the broad ligaments, usually the left, beyond the ap¬ 
pendages. A second more delicate clamp is placed within the large 
one for greater security, and the ligament is cut away to its inside, 
the other ligament having been treated in the same way the uterus is 
removed. 

If the vulva is not too narrow, and if the uterus has not more 
than doubled in volume, it is sufficient to make a simple longitudinal 
anterior division of the organ, 

II. For Pelvic Suppurations .— The patient should by preference 
be placed in the dorsal decubitus, to facilitate the natural outflow of 
the pus. The vaginal mucous membrane is first separated by incision 
from its attachment into the cervix, and the cervix freed as high as 
possible with the finger, hugging the uterus as a guide. Nothing 
should be torn without being certain as to what it is. If, as the work 
progresses, collections of pus are opened into, they should be thor¬ 
oughly cleansed and disinfected. 

For controlling bleeding, a clamp should be put on the base of 
either broad ligament, not extending beyond the limits of the denu¬ 
dation of the cervix. This will compress the uterine artery. 

The cervix is then cut away, and traction forceps are placed upon 
the body of the uterus. Proceeding, it is necessary to keep to the 
middle line, while the uterine tissue is taken away piece by piece. As 
pus collections are met with free drainage for them is to be provided. 
Bleeding-points are clamped. More or less quickly the cornua are 
reached and are secured by suitable forceps. After the pus cavities 
have been emptied and washed out, an attempt may be made to 
detach the appendages, bring them out and remove them, but it is 
not often practicable. If, as sometimes happens, a cavity is found to 
communicate with the intestine or the bladder, there will remain 
fistula;, which often spontaneously close. 
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The after-treatment comprises irrigation of the cavities; some, 
which were not opened during the operation, will often open of them¬ 
selves later. Gradually the cavities contract, the necrotic tissue is 
cast off, and a process of granulation completes their healing. 

There are cases in which total extirpation of the uterus is im¬ 
possible. The fundus escapes from view, and it is wise to abandon 
it. Little inconvenience results if all the pus cavities have been 
opened. But the infected uterine stump may not atrophy, and may 
become the source of true menstruation and of inflammatory crises 
in the adjacent tissues. 

Vaginal hysterectomy for pelvic suppurations may be complicated 
by friability of the uterus, hernia of the small intestine and of the 
omentum, hemorrhage, clamping, or wounding of the ureter, the rec¬ 
tum, the bladder, the small intestine. Secondary hemorrhage, ure¬ 
teral, vesical, or intestinal fistula, peritonitis, persistent vaginal puru¬ 
lent fistula, may complicate its later history, but these complications 
are relatively rare. 

The great advantage of vaginal hysterectomy in cases of pelvic 
suppuration is the good drainage which it oilers to all or nearly all 
pus accumulations, and also that, owing to the roof of suprapelvic 
adhesions, the operation is practically outside of the peritoneal cavity. 
If the cavity is high up, and if the lesions are unilateral, abdom¬ 
inal section shoidd be made; if the cavities are down in the pelvis, 
in contact with a vaginal cul-de-sac and bilateral, the vaginal path 
should be chosen .—Annalcs de Gynecologic cl d' Obsletrii/ne, October, 
i 8 93 - 



